ABSTRACT Hospital discharges and deaths attributed to chronic bronchitis and emphysema have fallen in recent years while the number of those receiving invalidity benefit for these conditions has remained constant. One hundred and fifty seven such persons were invited to take part in this study, in which the diagnosis, degree of respiratory impairment, and other factors contributing to disability were reviewed. The scope for rehabilitation was considered. One hundred subjects agreed to take part; 96 were men and 70 were over 60 years. In only 67 was the main diagnosis chronic bronchitis and emphysema. There was a bimodal distribution of functional impairment, most being severely disabled, but in 20 the FEV1 was within the normal range. Among these asthma was more common and psychological factors were important. Economic factors contributed to "invalidity," especially among those with a normal FEV,. For 32 of the 57 who had declined to take part some information was available from hospital records. The findings in this group were similar. There was little scope for rehabilitation in the group as a whole as motivation was poor. Less than half had ever seen a chest physician. Specialist assessment before invalidity benefit is claimed is probably desirable.
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Chronic respiratory disease is a major problem in the United Kingdom and accounts for 10% of working days lost.' In 1982 60 000 men and 5000 women were in receipt of invalidity benefit on account of respiratory disorders.2 Over the last 15-20 years the number of deaths and hospital discharges attributed to chronic bronchitis and emphysema has fallen considerably,34 yet the number of claimants for invalidity benefit on account of these conditions has remained relatively constant. It was suggested by a Royal College of Physicians report that the reasons for this should be examined and the possible scope for rehabilitation assessed.5 This paper reports the results of such a study of subjects drawn from one health district in the North of England.
Subjects and methods
All persons in the chosen health authority district who were in receipt of invalidity benefit for chronic bronchitis and emphysema in February 1983 were approached by the Department of Health and Social Security (DHSS) and invited to take part in the study. Undertakings were given on continuity of benefit and confidentiality of results. General practitioners were informed of the study and subsequently of the results relating to their patients. Per predicted; 2 = >-40% predicted; 3 = < 40% predicted.
x-x-vx-xx 829 Twenty seven participants were considered to merit further investigation with a view to improving treatment. When this was suggested to the general practitioners only 13 subjects (48%) took up the offer. In 10 of these cases treatment was modified with some benefit. Where breathlessness and disability was clearly out of proportion to functional impairment the possibility of exercise training was raised but rejected in every case. Forty two had never had a specialist opinion on their respiratory disease. The severity of their functional impairment did not differ significantly from that of those who had such an opinion.
Discussion
Invalidity benefit replaces sickness benefit when a person has been unable to work for 28 weeks or more. It is payable until 70 years of age and has financial advantages over unemployment benefit, which is the usual alternative. In this study the subjects were predominantly from occupations entailing physical exertion and from socioeconomic groups where heavy smoking was the rule. These factors are likely to have contributed to the early development of breathlessness. The tendency to obesity that they showed did not appear on statistical analysis to be related to breathlessness, although it was undoubtedly a major factor in a few individuals. The prevalence of this problem in the group as a whole may have masked its contribution to breathlessness.
The bimodal distribution of ventilatory impairment was interesting, revealing a subgroup with normal ventilatory capacity. Asthmatic individuals partly accounted for this, with their better basic lung function. Optimum control of asthma might have prevented some of these people from stopping work. Psychological problems and poor motivation were also conspicious in those with a higher FEV,. In recent longitudinal studies, however, there was no significant correlation between changes in psychiatric morbidity and breathlessness,'2 13 so the present association was not necessarily causal.
A large number (28%) mentioned economic factors rather than their physical condition as the main reason for stopping work. In some cases this seemed to reflect opportunism in the context of a high local unemployment rate and many compulsory redundancies, and in different circumstances these individuals might have worked longer. In others there is no doubt that the chance of stopping work on
